Figure 1
Colourflow mapping defines true lumen with thrombus in false lumen. Dissection of the thoracic aorta is the most common acute aortic pathology, although its true incidence is unknown. However, this is related to the prevalence of risk factors; the most important being untreated hypertension, advanced age and disease of the aortic wall. 1 The diagnostic imaging modality of choice depends on the availability of local services and expertise. Transoesophageal echocardioCorrespondence: Dr DA Smith graphy, spiral computerised tomography and magnetic resonance imaging may all be used. Transoesophageal echocardiography has a sensitivity of 98% and a specificity of 100%, but there may be a hypertensive response to probe introduction so this should only be performed in centres with expertise. [2] [3] [4] In unstable patients in whom type A dissection is clinically obvious transoesophageal echocardiography may confirm the diagnosis and clearly delineate the site and extent of the dissection process at anaesthetic induction for surgical repair.
Untreated patients with acute aortic dissection have a mortality of more than 1% per hour. Lowering the systolic blood pressure reduces the risk of extension, and thus any patient with a suspected aortic dissection should receive immediate antihypertensive treatment until a definitive diagnosis is obtained. The risk of fatal rupture of the ascending aorta or aortic arch is extremely high (approximately 90%) in type A dissection, this therefore requires immediate surgical intervention. 5 The risk of rupture is lower in type B dissection and may be controlled by reducing aortic wall stress, usually with beta blockade. In type B dissection surgery is indicated if symptoms continue despite optimal medical management.
